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Initial Comments N 000
This was a Home Health state licensure survey.
Survey Dates: March 22, 25, and 26, 2013
Facility Number: IN005245

Medicaid Number: 100272130A

Surveyor: Miriam Bennett, RN, BSN, PHNS

Census Service Type:
Skilled: 122

Home Health Aide Only: 0
Personal Services Only: 0
Total: 122

Sample:

RR w/HV: 3
RR w/o HV: 2
Total: 5

Visiting Nurse and Hospice Home is in
compliance with the Indiana state rules for home
health agency licensure 410 IAC Article 17.
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